A 72-year-old man was admitted to hospital at 1840 hours on March 15, 1984 with chest injuries resulting from a motor vehicle accident. He had been the passenger in a car and had been seated on the left side with his seatbelt secured. His most obvious clinical problem was severe left-sided parascapular chest pain. Subsequent chest X-rays demonstrated fractures of the second to eighth ribs on the left side, with slight intrapulmonary contusion and surgical emphysema. No pulmonary collapse was demonstrated.
He had previously undergone uneventful orthopaedic and colonic surgery and was currently taking allopurinol,300 mg daily, for his gout, propranolol, digoxin, frusemide and potassium chloride to control his mild hypertension and atrial fibrillation. His clinical examination was normal apart from decreased air entry on the left side. His haemoglobin was 15.1 gm 070 and his WCC was 13,100 Ice with 83% neutrophils. His Pa02 was 95 mmHg and his PaC02 was 30 mmHg on room air. Electrolytes, renal function and liver function were normal.
He was treated with bed rest, 26% 02 via a venturi mask and admitted to the ICU (at 2330 hours) for observation. He continued to complain of severe left-sided chest pain and at 0100 hours on March 16 a disposable PVC epidural cannula was inserted at the T 11-12 level via a 16-gauge Tuohy needle and epidural morphine (5 mg in saline 10 m!) was injected via the catheter into the epidural space. A micropore filter was used at all times and repeat doses were given with full aseptic technique. The patient experienced marked improvement and was able to take deep breaths and cough. The epidural was inserted unsupervised by a senior resident medical officer (sixth year graduate with two years continuous emergency and leU work) who had no technical difficulties at the time. The epidural was placed with full aseptic technique (gown, mask, cap, gloves and betadine skin prep).
The patient had an uneventful day in leu and was transferred to a surgical ward on the following day. His wee remained slightly elevated at 13,300/cc with an 83070 neutrophilia and physiotherapy produced moderate amounts of non-purulent sputum. He was afebrile until 1800 hours on March 17, when his temperature rose to 37.6 QC and settled without therapy. It was not until the afternoon of March 18, 72 hours after admission, that he sustained a temperature rise to 38 QC for more than two hours (60 hours after his epidural had been inserted). He was commenced on intravenous amoxycillin after sputum cultures were taken. He subsequently made a complete clinical recovery. The epidural catheter was removed at 1030 hours on March 19, approximately 80 hours after its insertion, and the patient remained on oral amoxycillin when discharged on March 27, 1984. His clinical condition at discharge was good. The duration of his admission was twelve days.
He was admitted to another hospital eight days later with a history of paralysis of the left leg and progressive weakness of the right leg together with difficulty in passing urine and a sensory deficit at the T -7 /8 level. These symptoms had been of acute onset. A myelogram performed on the same day demonstrated an almost complete obstruction at the T -8 level and subsequent laminectomy at this level drained approximately 10 ml of pus from which Staphylococcus aureus was grown. His weakness subsequently improved, although when discharged from hospital he still had residual left-sided weakness, necessitating a walking frame, and urinary retention which was to be reviewed. This admission lasted 41 days.
DISCUSSION
The classical development phases of the syndrome as described by Heusner I were not apparent in this patient, since paralysis and sensory deficit occurred in the absence of pain. Baker et al. 2 refer to chronic epidural infection occurring over weeks or months, but again they cite pain as a signi ficant symptom in their patients who numbered 0.2 to 1.2 per 10,000 hospital admissions per year, with Staphylococcus aureus causing 57 per cent of the epidural abscesses. Saady in 1976 3 reported a single case of epidural abscess and suggested that this was the first report of epidural abscess formation after continuous thoracic epidural anaesthesia. In this case pain was not a prominent presenting feature, instead neurologic deficit was the initial occurrence.
The case presented is important for two reasons:
First, the presentation was delayed: the patient presented sixteen days after removal of the epidural catheter and had spent an uneventful week at home after his discharge from hospital.
Second, the fact that we are reporting yet another occurrence of an 'extremely rare' complication may be cause for concern for those of us who have adopted continuous epidural analgesia as a method of first choice for pain relief in special circumstances.
We believe continuous epidural narcotic analgesia is a safe and reliable method of pain relief in postoperative and chest trauma cases. However, these patients must be carefully monitored for signs of sepsis or any other complication of the procedure and if there is any suspicion, then the epidural catheter should be removed. In this case there is an argument that the catheter should have been removed when the patient first showed signs of bacteraemia and as a result our 'protocol' for the ward management of these cases has been changed and emphasis placed on daily review of these patients with early removal of the epidural catheter as soon as sepsis is suspected.
